; uso de método anticoncepcional na primeira relação sexual (p < 0,01; OR ajustado = 2,72; IC 95% 1,42); e acesso a transporte para chegar ao serviço de saúde (p < 0,01; OR ajustado = 2,90; IC 95% 1,36 
Introduction
In Brazil, during the second half of the 20th century, the demographic transition was accelerated with the decrease of general mortality, fertility rates and populational growth and the increase of life expectancy and transformations in the age pyramid. In the 1990s, births were concentrated in younger age groups, and there were changes in juvenile behavior, such as an earlier sexual initiation without marital strains. In this context, sexuality and pregnancy in adolescence gained greater visibility and became the focus of debates and controversies in the areas of public policies, academic scenario and in society in general.
Brazil is a large country, with socioeconomic and regional disparities undergoing fast economic, social, and environmental changes. The country's population is of 194.9 million 1 , and its Human Development Index (HDI) is 0.718 (United Nation Development Program, 2011) . In regards to health assistance, since 1988, the country depends on/reckons upon the Unified Health System, a system of universal access to health sponsored mainly by the federal government, composed of public and private. In the 1990s, the Family Health Strategy expanded primary health assistance to regions that were poorer and more distant from urban centers. In 2009the coverage of the Family Health Strategy reached 50,7% of the Brazilian population 2 . With the implementation of several studies we have seen that the interest in contraception has grown [3] [4] [5] . Contraceptive practices in adolescence involve complex relational and contextual aspects and the heterogeneity of their experiences leads to different levels of protection according to their biographic and social characteristics 3 . The persistence of social and gender inequalities, that is, differentiated access to health services, quality in education, and difficulty in negotiating with partners, stresses the vulnerability of adolescents in the adoption of contraceptive practices 5, 6 . In this study, the contraceptive practices of Brazilian adolescents were analyzed based on the data of the National Survey on Demography and Health of Women and Children -PNDS 2006 Brazil 7 . The objective was to identify factors associated to the use of contraceptive methods, including social-demographic characteristics connected to their sexual and reproductive lives, social vulnerability, and their impact on contraceptive practices of Brazilian adolescents.
Materials and methods

Design and Data Source
This was a cross-sectional study with information on Brazilian women and families obtained from the PNDS-2006 database, which was available to the public. PNDS-2006 is a home research of complex probability sampling with national representability, which had among its objectives to characterize female population at fertile age and to identify reproductive and marital patterns and evaluate access to health services in Brazil 8 . In this study, 15,575 women aged 15 to 49 were eligible for probing and answered a questionnaire regarding fertility, abstinence, pregnancy, labor, marital status, sexuality and contraception. Among these, 2,488 were adolescents aged from 15 to 19. Field research involved trained interviewers and supervision in collect data process. Reliability measurements were not showed.
For this study, sexually active adolescents who had had sexual intercourse in the last 12 months, and might had had the need of contraception, according to the criteria of PNDS-2006 were selected. Therefore, 1,227 adolescents who had not had sexual intercourse, 82 who had not had sexual intercourse in the past 12 months, 172 who were pregnant or wished to become pregnant in the upcoming 12 months were excluded, having selected a total of 1,007 adolescents. The outcome of the study was the present use of contraceptives. Due to the absence of such information on 21 adolescents, the final studied population was of 986.
Among the variables of PNDS-2006, the ones described as important for the outcome 9,10 were selected for analysis. The variables related to social-demographic characteristics selected were: household income, schooling, mother's schooling, work, age, race/etnicity, marital status, zone and region of residence. In the PNDS survey for the variable "marital status", the interviewees were asked: "Are you currently married or cohabiting with a partner?" In the present study, this variable admitted two answers: married or cohabiting couple, which only included cohabitation with a man, or unmarried.
The variables related to sexual and reproductive lives were age at first sexual intercourse, pregnancy history, number of living born children, use of contraception at first intercourse, age difference between partners and partner's schooling. The variables regarding the access and use of the health services (HS) were having received information on family planning (FP) during home visit by social health agent, having received information of FP in health services in the previous 6 months and having had accessibility of transportation to arrive at health center service (HS) Variables related to schooling (having incomplete Junior High School or having complete Junior High School or further), household income per capita (up to US$ 81,39 or > than US$ 81,39) and access to health services were considered expressions of adolescent vulnerability context 11 .
Statistical Analysis
Data analysis was performed using SPSS program, version 15, (SPSS Inc. Chicago, USA). The analysis procedures used sampling weight calibration and information on complex sampling plan 12 .
At first, descriptive analysis of social-demographic, sexual and reproductive lives and access and use of health services was performed. Following prevalence of present use of contraceptive methods according to the type of method and the proportion of each method according to the marital status was described. The variables presenting coefficient of variation (CV) superior to 0.30 were excluded from the analysis due to the low precision of their estimates.
Bivariate analysis between outcome and each independent variable using prevalence ratios and 95% confidence intervals (95% CI) was performed. Variables in which the bivariate Pearson's Chisquared tests presented a significance level lower than 0.25 were selected for multivariate modeling. Unconditional multivariate logistic regression, using the backward stepwise method as selection procedure of variables 13 and removal criterion of P > 0,05 (Two-sided Wald test) was performed . Adjusted odds ratios (aOR) were estimated with their respective 95% CI. Variables with more than 10% missing values were not included in the multivariate logistic regression.
The Ethics Research Committee of Instituto Fernandes Figueira, Fundação Oswaldo Cruz, approved the research project.
Results
Half of the adolescents lived in families with household income per capita lower than US $ 81,39. The greater part had completed junior high school (73.3%) and was out of the working market (76.9%). The majority were 18 or more years old (60.3%), considered black / mulatto / yellow / Indian (65.0%) and single (58.0%). Only 39.1% of adolescent mothers´ ´ ´ ´ ´ had completed junior high school (information available for 449 adolescents) ( Table 1) .
The majority of adolescents had their first intercourse after age 15 (70.3%) ( Table 2) . Approximately a third had had a pregnancy and 32.0% had had a living born child. The frequency of contraceptive use at first intercourse was 80.3%.
The analysis of partners characteristics revealed that the majority was 5 or more years older (55.9%) having completed junior high school (52.1%) (Information available only for 393 and 378 adolescents, respectively). In regards to use and access to health services, 17.3% of the adolescents reported having received a visit of a social health agent and having discussed family planning (FP) in the last 12 months whereas only 9.7% had obtained information on FP in health services in the last 6 months ( Table 2) .
The use of contraceptives at the moment of inquiries reached a prevalence of 78.8% (CI 95% 70.7-80.5). The most used methods were the male condom (51.6%) and the pill (49.2%). There was an inversion on the profile of use according to marital status. The majority of married adolescents or cohabiting couples used the pill (58.3%), whereas the single ones used predominantly the male condom (65.5%).
The results of bivariate analysis are described on Table 3 . According to the defined criteria for statistical analysis, the following variables were selected for logistic regression modelling: adolescent schooling, race/etnicity, marital status, use of contraceptives at first sexual intercourse, information on FP in the last 6 months, and difficulty to access transportation to the HS. The household income per capita was excluded from the analysis due to the high percentage of ignored information as were variables related to partners for whom information was obtained only regarding married adolescents.
The multivariate analysis identified four factor associated to present use of contraceptives: having completed junior high school (p = 0.03; aOR = 2.29; CI 95% 1.07 -4.85); being married or cohabiting with a partner (p < 0.01; aOR = 2.85; CI 95% [1.45 -5.59]); having used any contraceptive method at first sexual intercourse (p < 0.01; aOR = 2.77; CI 95% 1.36 -5.63); and having had access to means of transportation to arrive at the HS (p < 0.01; aOR = 3.33; CI 95% 1.42 -7.80) ( Table 4) . Interactions among those factors were not observed. The accuracy of the model to predict the observed outcome was 80.4%.
Discussion
The prevalence of the use of contraceptive methods among sexually active adolescents was 78.8% in the present study. Therefore, 21.2% were not using any contraceptive method and corresponded to a portion of sexually active adolescents with unmet desires regarding contraceptive methods.
Comparing results found here to others requires caution because place, country, population, age group and methodology are distinct. Brazilian researches of national 3 and local scope 14,15 developed in the 2000s identified percentages regarding the use of methods varying from 56% to 89%. The highest percentages were observed among students and in groups with higher ages.
Researches as PNDS-2006, performed with data from Demographics and Health Surveys (DHS) allow more comparability because they are part of a project called MEASURE (Monitoring and Evaluation to Assess and Use Results) 16, 17 . The study of Blanc et al. 16 with data from 40 developing countries showed very diverse prevalence for sexually active adolescents. Colombia was distinguished with the highest prevalence (67.6%), followed by Peru and Brazil. In Africa, countries showed lower prev- Data from PNDS-2006 showed the pill and the male condom as the most adopted methods by Brazilian adolescents. In countries of Africa, Asia and Latin America the pill and injectable hormones were the prevailing methods adopted by adolescents 16, 17 . In a study of 24 European countries, Godeau observed use of male condom followed by double protection prevalent 19 . The comparison between data from PNDS-1996 to PNDS-2006 reveals a significant increase in the use of male condom in Brazil considering all adolescents aged 15 to 19 -from 3.3% in 1996 to 13.9% in 2006, which was the tendency observed in other countries 17, 20 . This might reflex the impact of governmental actions as well as other segments of society, distributing condoms for the Brazilian population in efforts to prevent HIV/AIDS.
Factors associated to the use of contraceptive methods identified in this study such as schooling, marital status, and contraception at first intercourse are widely known. The association between higher levels of schooling, higher use of contraceptive methods and less incidence of pregnancy in adolescence has been well documented in literature 3,9,22 . The association between being married or cohabiting with a partner and higher use of contraceptive methods found in here corresponds to what has been reported in the Brazilian PNDS-1996 9 . However, in 2009, Blanc et al. 16 found an inverse association studying 40 countries from Latin America, Asia and Africa, with higher differences for the African countries. The same was evidenced in Sub-Saharan Africa in 2006 17 . Inequalities in gender relationships are pointed out as factors that hinder the debate about family planning among spouses, which reverberates in the contraceptive practices of couples in African countries 23 . The role of matrimonial adoption and contraceptive practices does not seem to be linear. Possibly the negotiation terms of contraception between partners are influenced by socio-cultural aspects such as economy, gender and class, among others. In some social and relational contexts, a stable relationship might make the use of contraceptives easier, whereas in others it may work as a barrier for both the prevention of unexpected pregnancies as well as the protection against STDs/AIDS.
A positive association between the use of contraceptive methods at first intercourse and the present use of contraceptive methods was found in other studies, reinforcing the idea that the first sexual intercourse sets a boundary and influences future contraceptive practices 7, 9, 24 . We should highlight that schooling also interferes in the adoption of contraceptive methods at the first sexual intercourse 10 . (1,03-4,55) (0, 24) (1, 54) (1,37-5,42) (0, 81) (1,32-6,36) Among adolescents, the motivation towards the debate and reflection on sexuality should happen before sexual initiation, in different settings, particularly in schools and health services. However, health services have been prioritizing contraception in regards to family planning, among adolescents who have already initiated their reproductive lives 25 . An important finding of the present research is the associating between accessibility to transportation towards the health service and adoption of contraceptive methods. 36.4% adolescents of the studied sample referred having had transportation difficulties to HS, which may explain, in part the low frequency of information regarding FP in the same services (9.7%).
Brazilian studies on contraceptive practices among Brazilian adolescents and their relationships towards health services, in the scope of healthcare, have been few 3 .Accessibility entails several components as quality, care and regionalization of rendered services, among others. The availability of services near the patients residence, ease of delivery and accompaniment of contraceptive methods use, have been considered guiding elements in the evaluation of reproductive planning services quality 26 . Amid pregnant adolescents, those who attended health services before pregnancy, referred more frequently to the adoption of contraceptive methods 27 . The difficult access to health services expresses social vulnerability and has repercussions on the healthcare of adolescents. In a study with adolescents living in poor communities in Rio de Janeiro, Taquette 28 found that the difficulty in accessing health services was present due to lack of services near the residence or because of racial discrimination perpetrated by health professionals. They also identified that adolescents from private schools had more ease in getting their demands met at the first public service that they went to 6 . Prejudice and unpreparedness of health professionals in dealing with issues related to sexuality, have become obstacles to the use of health services by the adolescent population 29 , probably due to the poor understanding of adolescents rights and legal and ethical aspects such as secrecy, privacy, and discriminatory relations of power in healthcare assistance, values, knowledge and personal professional aspects 25 . In the present study, 54% of the adolescents declared they feared not to be assisted in the health services (data not shown).
Access to information and schooling (discussed from the level of schooling), and the material and social availability of resources (evaluated through the ease of transportation to the health service) are important components to evaluate social vulnerability 11 . Therefore, the present study points to the underlying presence of social vulnerability components associated or not to the use of contraceptive methods.
Although logistic regression applied when the outcome with a high prevalence of outcome overestimated the prevalence ratio, OR was appropriate to identify what conditions were associated to the use of contraceptive methods, that was the aim of this study,
The restricted accessibility to information on mother's schooling, household income, and information on partners of married adolescents could be considered limitations of the present study. The inclusion of such information in future inquiries, independently of the marital status, might contribute to the definition of specific strategies.
The results of the present work might be generalized for the Brazilian adolescent population, aged 15 to 19 who are sexually active, in need of contraception. That is so due to the use of a random sample of national scope. The findings of this study could possibly be applied to other developing countries. Moreover, these factors could be investigated in other countries through data from MEASURE DHS, because the PNDS adopts a similar methodology for the performance of inquiries.
The issue of reproductive health among adolescents should be thought of more globally, establishing intersectorial articulations with other public policies, so that society and its institutions might be able to deal positively with adolescent sexuality, facing issues of vulnerability and favoring their well-being and development. Strategies on extending access and use of health services, alongside with other intersectorial policies focused on adolescents, should strengthen and ensure their sexual and reproductive rights.
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